This study aimed to investigate the clinical response and short-term survival and further explore the comprehensive factors for predicting clinical outcomes in patients with liver cancer treated by drug-eluting beads transarterial chemoembolization . Fortynine patients with liver cancer who received drug-eluting beads transarterial chemoembolization treatment were consecutively enrolled in this cohort study. Demographic features, medical histories, clinicopathological properties, biochemical indexes, previous treatments, and chemoembolization reagents were recorded. Ten (20.4%) patients achieved complete response and 31 (63.3%) patients achieved partial response after drug-eluting beads transarterial chemoembolization treatment, with overall response rate of 83.7%. Logistic analysis revealed that high aspartate aminotransferase (P ¼ .041), high carbohydrate antigen 199 (P ¼ .030), and low hemoglobin (P ¼ .020) could independently predict less possibility for complete response achievement. As to survival analysis, high alkaline phosphatase (P ¼ .040), low albumin (P ¼ .033) low hemoglobin (P ¼ .018), portal vein invasion (P ¼ .025), higher Eastern Cooperative Oncology Group performance status (P ¼ .011), and higher Child-pugh stage (P ¼ .001) were independent predictors for worse overall survival. In conclusion, the present study validated that drug-eluting beads transarterial chemoembolization was effective and well tolerated for patients with liver cancer, and high aspartate aminotransferase, high alkaline phosphatase, low albumin, low hemoglobin, portal vein invasion, higher Child-pugh stage, higher Barcelona Clinic Liver Cancer stage, higher Eastern Cooperative Oncology Group performance status were correlated with worse outcomes.
Introduction
Liver cancer, as one of the malignant tumors and the second leading cause of cancer deaths in men of less developed countries, is a crucial threat imperiling human health worldwide. 1, 2 The 2015 Global cancer statistics report discloses that roughly 0.78 million people were diagnosed with liver cancer contributing to 6% of new patients with cancer over the world in 2012, and approximately 0.75 million patients died from liver cancer accounting for 9% deaths in all cancers, among which half of the new liver cancers and deaths derives from China. 2 Despite the great improvements in early diagnosis, targeted therapies, immune therapies, personalized treatments as well as integrated patients' care, the prognosis of both hepatocellular carcinoma (HCC, 70%-90% of all liver cancers) and intrahepatic cholangiocarcinoma (ICC), as 2 main categories of liver cancers, is still far more from satisfaction. [3] [4] [5] [6] [7] Transarterial chemoembolization (TACE), as a first-line treatment for HCC in intermediate stage that was recommended by Barcelona Clinic Liver Cancer (BCLC) tumor staging and management, is recently widely utilized as a common modality in patients with HCC, especially for patients unsuitable to receive surgery and/or ablation. [8] [9] [10] Due to severe cytotoxic effect combined with ischemia, lack of calibrated operative techniques and heterogeneities according to chemotherapeutic agents, treatment devices, and schedule, conventional TACE (cTACE) is gradually replaced by drugeluting beads (DEBs)-TACE gradually in clinical practice, which better standardizes the procedure and improves the delivering capacity of higher dose of chemotherapy agents. [11] [12] [13] Multiple previous studies have explored the predictive factors for clinical response or long-term survival in patients treated with cTACE. [14] [15] [16] [17] However, few studies evaluating prognostic biomarkers for DEB-TACE treatment have been carried out. Therefore, this study aimed to investigate the clinical response and short-term survival and further explore the comprehensive factors in predicting clinical outcomes in patients with liver cancer treated by DEB-TACE.
Materials and Methods

Patients
Forty-nine patients with hepatic tumor in Sir Run Run Shaw Hospital from January 2016 to November 2016 were enrolled in this cohort study. The inclusion criteria were as follows: (1) patients diagnosed with HCC, intrahepatic cholangiocarcinoma (ICC), or secondary hepatic tumor via pathologic assessment or noninvasive diagnostic criteria according to American Association for the Study of the Liver Diseases (AASLD) guidelines, 18 (2) age older than 18 years, and (3) patients were about to receive DEB-TACE treatment by clinical demand. Meanwhile, the exclusion criteria were as follows: (1) patients who received previous liver transplantation, (2) patients who lacked histological grade information, (3) patients with incomplete laboratory values, (4) patients with contraindication for artery puncture, (5) patients with severe liver failure or kidney failure, (6) patients with cognitive impairment or unable to understand the study consents,and (7) women who were in gestation or lactation period.
This study was approved by the Ethical Committee of Sir Run Run Shaw Hospital, and all written informed consents from patients were obtained. Moreover, this study was performed according to the Declaration of Helsinki.
Drug-Eluting Beads Transarterial ChemoembolizationProcedure
Drug-eluting beads transarterial chemoembolization was performed in all patients on demand, the indication of which was determined by the assessment of multidisciplinary teamwork.
CalliSpheres beads (CBs; Jiangsu Hengrui Medicine Co, Ltd, Jiangsu, China) with the diameter ranging from 100 to 300 mm were used as carriers. Bead loading was conducted using adriamycin drug (adriamycin, pirarubicin, or epirubicin) 50 to 80 mg, and the mean dose was 60 mg for patients with primary liver cancer. In terms of patients with secondary liver cancer, the bead loading was performed using irinotecan 100 mg. Chemotherapy reagent was made to 20 mg/mL solution extracted by a 10 mL injector for further application. The CBs were shaken up, subsequently the bead suspension was extracted into a 20 mL injector and placed for 5 minutes, and the liquid supernatant was pushed out of the injector. The chemotherapy reagent solution and CBs were mixed continuously in a 20-mL injector and shaken up every 5 minutes and placed for 30 minutes in room temperature at 23 C to 28 C. Finally, nonionic contrast agent was administered at the ratio of 1:1, and the mixture was placed for another 5 minutes in room temperature at 23 C to 28 C for use. For tumors that did not reach the embolization end point after a bottle of CBs was emptied, ordinary embolization agents were utilized.
The DEB-TACE was performed under local anesthesia. Hepatic angiography was performed to detect the tumorsupplying vessels, and microcatheter (MC-PE27131, Terumo, Japan) was used for the embolization of tumor-supplying vessel. The CB mixture with contrast agent was pulsed injected to vessel at the rate of 1 mL/min, and the injection was stopped when the flow of contrast agent slowed down. After 5 minutes, the angiography was conducted for the second time, and the embolization was continued if tumor blush still existed until all blushed tumors vanished. If there were still blushed, tumors existed when a bottle of CBs was emptied, the embolization was continued using Embosphere beads until there was no more blushed tumors. Subsequently, the microcatheter was pulled out, and the hemostasis by compression was performed, and the punctured wound was binded up. All patients postembolization were told to lie on one side and extend the punctured leg for 6 to 12 hours.
Post-DEB-TACE Treatment
Patients with postoperative nausea and vomiting were treated with an intravenous injection of tropisetron and ondansetron. 
Definitions and Follow-Ups
The imaging response including computerized tomography and magnetic resonance imaging as well as blood test results were recorded. Imaging response was assessed according to modified Response Evaluation Criteria in Solid Tumors (mRECIST) 19 : (1) complete response (CR)-no existence of arterial enhancement of targeted tumors; (2) partial response (PR)-decrease in diameter of targeted tumor (with arterial enhancement) <30%; (3) stable disease (SD)-decrease in diameter of targeted tumor (with arterial enhancement) did not achieve PR or less than PD; and (4) progressive disease (PD)-increase in diameter of targeted tumor (with arterial enhancement) !20% or new tumor existed. Overall response rate (ORR) was defined as the portion of patients who achieved CR and PR. In addition, the clinical response was evaluated at 1 to 3 months after DEB-TACE. Overall survival (OS) was calculated from the time of DEB-TACE operation to the date of death or last follow-up. Safety was assessed according to the count and percentage of adverse events after DEB-TACE. The median follow-up duration was 120 (range from 30 to 236) days, and the last follow-up date was December 12, 2016.
Statistics
Statistical analysis was performed using SPSS 22.0 software (IBM, USA). Data were presented as count (%), mean (standard deviation), or median (25th-75th). Logistic regression and Cox proportional hazards regression were performed to evaluate the predicting factors for CR, ORR, and OS of patients.
Kaplan-Meier (K-M) curves were conducted to analyze OS in patients with different clinicopathological features or laboratory values. P < .05 was considered significant.
Results
Characteristics
Forty-nine patients treated using DEB-TACE with mean age 59.95 + 11.38 years were included in this study, of which 38 (77.6%) cases were male and 11 (22 (Table 3) . Factors with P value < .1 were further analyzed by multivariate model, and no factors had independently predicted value for CR achievement, while high BUN disclosed a potential value in predicting CR (P ¼ .055, OR: 11.659, 95% CI: 0.945-143.874) but without statistical significance. However, due to the lack of CR events or non-CR events, "secondary versus primary hepatic tumor," "multifocal versus unifocal," "hepatic vein invasion," "higher ECOG," "higher child-pugh stage," "previous systematic chemotherapy," "previous radiofrequency ablation," "adriamycin drug (chemoembolization reagents)," "irinotecan (chemoembolization reagents)" and "combination of ordinary agent" were not available for univariate logistic model.
As to ORR, portal vein invasion (P ¼ .009, OR: 0.052, 95% CI: 0.006-0.476), higher child-pugh stage (P ¼ .014, OR: 0.086, 95% CI: 0.012-0.603), and higher BCLC stage (P ¼ .038, OR: 0.321, 95% CI: 0.109-0.939) were predictors for not achieving ORR by univariate analysis (Table 4) . Additionally, multivariate model was not available because of relative small sample (49 cases) according to too many variables (8 factors P < .1 in univariate model were included). Due to the lack of ORR events or non-ORR events, "cirrhosis," "high BUN," "previous targeted therapy," and "adriamycin drug (chemoembolization reagents)" and "combination of ordinary agent" were not available for univariate logistic model.
Overall Survival Analysis
Overall survival was calculated from the date of DEB-TACE to death of patients or lost follow-up. One hundred eighty days of OS was 62.3% + 10.5% for all patients with liver cancer. Patients were then divided into subgroups by patients' features, and subgroup OS analysis by K-M curve and log-rank test were performed. All features associated with OS with P value < .1 by log-rank test is shown in Figure 1 , which illustrated that largest nodule size !5.7 cm (P ¼ .047, Figure 1A ), portal vein Figure 1C ), higher ECOG performance status (P < .001, Figure 1D ), higher Child-pugh stage (P < .001, Figure 1E ), and high ALP (P ¼ .026, Figure 1I ) were associated with worse OS; while high ALB (P ¼ .018, Figure 1H ) and high BUN (P ¼ .007, Figure 1J ) were correlated with prolonged OS. Abbreviations: ALT, alanine aminotransferase; AST, aspartate aminotransferase; ALP, alkaline phosphatase; AFP, alpha fetoprotein; ALB, albumin; ANC, absolute neutrophil count; BUN, blood urea nitrogen; BCr, blood creatinine; BCLC, Barcelona Clinic Liver Cancer; CA199, carbohydrate antigen199; CEA, carcino-embryonic antigen; cTACE, conventional transarterial chemo-embolization; ECOG, Eastern Cooperative Oncology Group; HB, hemoglobin; HBV, hepatic b virus; PLT, platelet; TP, total protein; RBC, red blood cell; TBIL, total bilirubin; TBA, total bile acid; WBC, while blood cell. a Data were presented as P value, odds ratio (OR), and 95% CI. Significance was determined by univariate and multivariate logistic regression analysis. All factors with P value < .1 in univariate model were further analyzed using multivariate model. P value < .05 was considered significant. b Due to the lack of CR events or non-CR events, "Secondary vs Primary hepatic tumor," "Multifocal vs Unifocal," "Hepatic vein invasion," "Higher ECOG," "Higher Child-pugh stage," "Previous systematic chemotherapy," and "Previous radiofrequency ablation" were not available for univariate logistic model. (Table 5) . Factors with P value < .1 were further analyzed by multivariate model, and no factors had independently predictive value for OS. 
Comprehensive Analysis of Factors Predicting OS
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Subgroup Analysis of Patients With HCC
There were a total of 38 (77.6%) patients with HCC of 49 (100.0%) patients with liver cancer enrolled in our study and are presented in Table 7 . Ten (26.3%) patients achieved CR and Abbreviations: ANC, absolute neutrophil count; AFP, alpha fetoprotein; ALT, alanine aminotransferase; ALB, albumin; AST, aspartate aminotransferase; ALP, alkaline phosphatase; BCr, blood creatinine; BUN, blood urea nitrogen; BCLC, Barcelona Clinic Liver Cancer; CEA, carcino-embryonic antigen; CI, confidence interval; CA199, carbohydrate antigen199; cTACE, conventional transarterial chemo-embolization; ECOG, Eastern Cooperative Oncology Group; HR, hazard ratio; HBV, hepatic b virus; HB, hemoglobin; PLT, platelet; TP, total protein; TBIL, total bilirubin; TBA, total bile acid; RBC, red blood cell; WBC, while blood cell. a Data were presented as P value, HR, and 95% CI. Significance was determined by univariate and multivariate Cox regression analysis. Factors with P < .1 were further analyzed by multivariate model. P < .05 was considered significant. 23 (60.5%) patients achieved PR, the ORR was 86.8%, and the number of patients with SD and PD were 4 (10.5%) and 1 (2.6%), respectively. For the purpose of analyzing the predicting factors for CR in patients with HCC, univariate and multivariate logistic regression was performed ( Subgroup analysis for OS in patients with HCC by K-M curves showed that portal vein invasion (P ¼ .038), higher ECOG (P < .001), Child-pugh B (P < .001), and higher BCLC stage (P ¼ .031) could predict worse OS, while ALB > 37.20 m/L (P ¼ .020) and BUN>3.92 mmol/L (P ¼ .003) associated with better OS (Figure 2 ). In addition, the Cox regression was conducted for the predictive factor analysis of OS, which showed that higher ECOG (P ¼ (Table 9 ). In addition, multivariate Cox regression revealed that ALB >37.20 g/L (P ¼ .042, HR: 0.004, 95% CI: 0.000-0.822) and BUN >3.92 mmol/L (P ¼ .047, HR: 0.015, 95% CI: 0.000-0.945) were independent factors for predicting worse OS in patients with HCC.
The safety profile of patients with HCC is listed in Table 10 , which displayed that during DEB-TACE operation, 15 (39.5%) patients presented with pain, 1 (2.6%) patient had fever, and other adverse event was observed in 1 (2.6%) patient, while no nausea or vomiting event was discovered. After DEB-TACE operation, pain was observed in 23 (60.5%) patients, fever in 13 (34.2%) patients, nausea in 8 (21.1%) patients, vomiting in 11 (28.9%) patients, and liver dysfunction in 21 (55.3%) patients. The number of patients who were observed with epichrosis, bone marrow toxicity, and other adverse events were 2 (5.3%), 4 (10.5%), and 2 (5.3%), respectively.
Discussion
In the present study, we found (1) 83.7% patients with liver cancer achieved ORR by DEB-TACE treatment with tolerable side effects. (2) Comprehensive analysis revealed that patients with baseline high AST, high CA199, portal vein invasion, higher Child-pugh stage, and higher BCLC stage were seemed to less likely achieve clinical response, while high BUN could predict a increased possibility for achieving clinical response. (3) Portal vein invasion, higher ECOG performance status, higher Child-pugh stage, and high ALP were predictors for shorter OS, while high ALB and high BUN could predict favorable OS.
Liver cancer, with poor prognosis on account of late diagnosis and heterogeneity, is one of the most severe solid tumors worldwide, which mainly consists of HCC. 9, 20 In order to better improve the outcomes of liver cancers, BCLC staging and management divided the HCC into several stages by risk evaluation, in which TACE treatment is recommended as first-line treatment for intermediate HCC. Transarterial chemoembolization is carried out in many patients with early-stage HCC who are unsuitable for curative treatment due to physical condition, surgical contraindication, and so on, which account for nearly half of total cases with TACE. 21 In line with the previous clinical experience, our study mainly included patients with BCLC stages A and B treated by DEB-TACE in the real-world setting.
Transarterial chemoembolization is categorized into cTACE and DEB-TACE. Recently, cTACE was gradually replaced by DEB-TACE due to the inconsistency in the technique and treatment schedule, and a large proportion of chemoembolization drugs may flow into the circulatory system subsequently inducing systemic toxicity in the duration between chemotherapy injection and embolic agent placement. 11,13,22 DEB-TACE, first proposed in 2006 as commercial application, better standardizes the procedure, decreases treatment sessions, Abbreviations: ALT, alanine aminotransferase; AST, aspartate aminotransferase; AFP, alpha fetoprotein; ALP, alkaline phosphatase; ALB, albumin; ANC, absolute neutrophil count; BUN, blood urea nitrogen; BCLC, Barcelona Clinic Liver Cancer; BCr, blood creatinine; CEA, carcino-embryonic antigen; CA199, carbohydrate antigen199; cTACE, conventional transarterial chemo-embolization; ECOG, Eastern Cooperative Oncology Group; HB, hemoglobin; HCC, hepatocellular carcinoma; HBV, hepatic b virus; PLT, platelet; RBC, red blood cell; TP, total protein; TBIL, total bilirubin; TBA, total bile acid; WBC, while blood cell. a Data were presented as P value, OR (odds ratio), and 95% CI. Significance was determined by univariate and multivariate logistic regression analysis. All factors with P value < .1 in univariate model were further analyzed by multivariate model. P value < .05 was considered significant. b Due to the high relevance among "HBV," "AST," "BUN," and "CA199," and lack of CR events or non-CR events, "HBV" and "BUN" were not available for multivariate logistic regression. c Due to the lack of CR events or non-CR events, "hepatic vein invasion," "higher ECOG," "higher child-pugh stage," "CEA >2.74 (mg/L)," "previous surgery," "previous systematic chemotherapy," "previous radiofrequency ablation," "previous targeted therapy," and "adriamycin drug(chemoembolization reagents)" were not available for univariate logistic model. The boldface values stand for values with statistical significance.
inversely illuminate that DEB-TACE elevates treatment response, postpones the progression, and prolongs OS when compared to cTACE. 30, 31 The main cause of this controversy might result from the gap of technical ability between nonAsian physicians and Asian physicians in performing cTACE. Prior large-scale comparative studies on cTACE performed by experienced institutions mainly from Europe and/or America predominantly improved the outcomes of cTACE. As to our institution, DEB-TACE becomes a standardized procedure for patients with liver cancer not appropriate to receive curative therapies, and in the present study, CBs loaded with adriamycin or irinotecan were used for TACE treatment and achieved ORR as high as 83.7%, which is consistent with previous studies in which ORR of DEB-TACE ranged from 50% to 90%; 20.4% patients achieved CR, which is partially in line with previous studies with a CR of 17% to 68.7%. 18, 21, [25] [26] [27] [28] [29] [30] [31] In addition, for patients with tumor size larger than 5 cm, 1 bottle of CBs was not sufficient to reach embolization end point; thus, ordinary embolization agent was used in our study due to economic conditions of the patients. Earlier studies have reported relatively good efficacy for DEB-TACE as well. In 2011, a prospective, randomized, and single-center study using DEB-TACE to treat patients with HCC reveals a CR rate of 51.5% and a PR rate of 48.5%. 32 In another case-control study, the CR and PR rates of DEB-TACE are 35% and 50%, respectively. 33 A pilot study elucidates that patients who were refractory to cTACE achieved a CR rate of 40% and a PR rate of 60%. 34 Due to different patient eligibilities, sample sizes, or the criteria that is used to evaluate the clinical response, the CR and PR rates vary among studies. The light difference in the clinical outcomes among studies are mainly due to the diversified inclusion criteria of patients enrolled, for example, in the present study, we not only enrolled the patients with primary liver cancer having BCLC stages A, B, and C but also included patients with secondary liver cancer which would reduce the response rate. We also found that 1 patient was PD after treatment, and the possible reason might be that the patient was BCLC stage C, multifocal, bilobar, relapsed HCC case, and with portal vein invasion, which correlates with worse clinical response.
Additionally, CBs were used in the DEB-TACE procedure in our study, and a previous animal experiment reveals that CBs loaded with doxorubicin (CBDOX) could achieve a relatively high drug concentration in rabbits compared to lipidol emusion; meanwhile, CBDOX could also deliver the drug to a distance of 200 mm and lasted for at least 1 month, indicating a good efficacy of drug release of CBDOX. 35 The efficacy of CBs has also been proved by other experiments in vitro, which displayed that CBs could provide controlled release of doxorubicin with the half-life period more than 2 months. 36, 37 In vivo, it is reported that the drug can be detected after 2 weeks in rabbits post the DEB-TACE by CBs. 38 Due to the diversified physical conditions, clinical properties, and biological features, the prognosis of patients with liver cancer receiving DEB-TACE treatment varies from each other. 12, 13, 39, 40 Thus, in order to better optimize the efficacy of DEB-TACE treatment and improve the prognosis of patients with liver cancer, it is essential to explore novel and convincing biomarkers for both clinical response and survival in patients by DEB-TACE treatment. A prospective historical cohort (mixed cohort design) study reveals that tumor size <5 cm and location in segments 1 or 4 correlates with higher possibility of CR in DEB-TACE-treated patients with HCC. 39 In addition, another retrospective cohort study of DEB-TACE disclosed that tumor heterogeneity and tumor enhancement >50% predicts better CR but with a limited sample size (only 32 patients). 40 Besides, a phase II trial illustrates that DEB-TACE achieves better objective response compared to cTACE in patients with HCC having Child-Pugh stage B, ECOG performance status 1, bilobar disease, or recurrent disease. 18 In our study, we observed baseline high AST, high CA199, portal vein invasion, higher Child-pugh stage, and higher BCLC stage were associated with less possibility of clinical response by DEB-TACE treatment, while high BUN predicted a better clinical response achievement. Although the exact reason why these factors could predict clinical response was unclear, the possible explanation of the predictive value of these factors might be (1) AST was released to peripheral blood when hepatic cells are destroyed; thus in clinical practice, a high AST associates with a more severe liver function damage, meanwhile higher Child-pugh stage associates with worse liver function. CA199 has been used as a biomarker for diagnosing pancreatic cancer, rectal cancer, or liver cancer, and a higher CA199 might correlate with an advanced stage of cancer. Therefore, patients with baseline high AST and CA199 were less likely to achieve clinical response and might be explained by their worse liver function and more severe liver cancer. 41, 42 (2) Portal vein invasion and higher BCLC stage correlate with advanced liver cancer, which also suggest that those patients might not respond to DEB-TACE as good as patients with early-stage liver cancers. (3) Low BUN (divided as 3.92 mmol/L) correlated with more severe liver dysfunction, which reduced the response.
As for survival, a large sample size-based cohort study with 674 patients with HCC treated by DEB-TACE or cTACE presents that higher Child-pugh stage and portal vein invasion were independent predictors for worse OS. 25 An randomized controlled trial study comparing DEB-TACE and cTACE found that higher ECOG stage and multiple tumors correlate with shorter OS independently in all patients with HCC. 21 Another real-world setting study comparing DEB-TACE and cTACE disclosed that Bilobar and max diameter above 3.5 cm predicts lower OS. 26 As to predictors for survival of DEB-TACE treatment alone, only a retrospective cohort study with limited patients (32 patients) reveals that tumor size above 6 cm is associated with worse OS. 40 And a previous study in 2013 illuminates that high AFP, radiographically advanced HCC, high ECOG, high Child-pugh class, ascites, and high BUN are independently associated with worse survival, and the results are partly in accordance with ours. 43 In this study, we disclosed that portal vein invasion, higher ECOG performance status, higher Child-pugh stage, and high ALP predict worse OS in DEB-TACE-treated patients, while high ALB and high BUN correlates with prolonged OS, which might result from the severe liver function, physical conditions, and lack of sensitivity to DEB-TACE associated with these factors influenced the OS. Additionally, 1 patient received surgery after DEB-TACE procedure, which might influence the prognosis of the patient. The patient who received surgery after DEB-TACE was a 63-aged female patient with HCC who was in BCLC stage A and Childpugh stage A and with cirrhosis as well as largest nodule size >5.7 cm. The OS of the patient was 100 days, and the patient achieved CR after DEB-TACE procedure, indicating that DEB-TACE might be used as bridge therapy for patients with liver cancer about to receive surgery.
As to one of the most common adverse events of TACE, the occurrence rate of pain ranges from approximately 18.0% to 42 .6% in patients treated with DEB-TACE, while in cTACE, the rate ranges roughly from 50.0% to 71.6%, suggesting DEB-TACE might be less painful compared to cTACE. 21, [44] [45] [46] This is the first study that analyzed the comprehensive factors affecting clinical response and survival in patients with liver cancer using DEB-TACE treatment, including demographic features, medical histories, clinicopathological properties, biochemical indexes, previous treatments, chemoembolization reagents. However, there were some limitations in this study. First, the relative small size sample with 49 patients limited the analysis of some key factors in univariate regression analysis due to the lack of effective events as well as multivariate were not available for ORR prediction due to too many variables compared to low size sample population enrolled. Second, the follow-up period was short, and the predictive value of the factors for long-term survival was not analyzed. Thus, further studies with larger sample size and longer follow-up duration are needed in the future.
In conclusion, this study observed that DEB-TACE was effective and well tolerated for patients with liver cancer, and high AST, high ALP, low ALB, low BUN, portal vein invasion, higher Child-pugh stage, higher BCLC stage, higher ECOG performance status were correlated with worse outcomes.
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